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Please share as much information as possible as this will ensure you are seen by the most appropriate specialist.

	Full Name: 
	
	Address:
	

	
	
	
	

	Title/ Preferred Pronouns:
	
	Tel:
	

	
	
	Mobile: 
	

	Preferred Contact Method: 
	
	Email:
	



Please Note: We will only contact your GP on your request. 
All Medical Prescriptions will be posted to directly to a pharmacy of your choice
	GP INFORMATION 
	
	
	Preferred Pharmacy 

	Name:
	
	
	

	
	
	
	

	Address:
	
	
	

	
	
	
	

	Line 2:
	
	
	

	
	
	
	

	City/Town: 
	
	
	

	
	
	
	

	Postcode:
	
	
	

	
	
	
	

	Tel:
	
	
	

	
	
	
	

	Email:
	
	
	



Can we share information with your GP? 							YES 	NO
Next of Kin Information: 

Can we share information with your Next of Kin? 						YES 	NO
Will you have support completing this form?							YES 	NO
If so, by who?  
	
	
	
	
	
	







How can we help?





Is there anything else you wish to add?





What prompted you to contact us now?





Have you ever had any treatment for mental health difficulties before?





If so, did you receive a diagnosis?










What medication, if any, are you taking at present?





What support do you have at present?





Have you ever been in trouble with the law?





Is there anything else you wish to tell us?

[bookmark: _GoBack]





Thank you for taking the time to complete this form, please email the form back to services@awakeningminds.co.uk and one of the team will be in touch within 48 hours
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